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. . FORM APPROVED
Division of Health Care Facilifias
STAYEMENT OF DEFICIENCIES {X1) PROVIDER/SUPPLIERICUIA {X2) MULTIPL.E CONSTRUCTION (X3} DATE SURVEY
AND PLAN OF CORRECTION IRENTIFICATION NUMBER: A, BUILDING: 01 - MAIN BUILDING 04 COMPLETED
TN7701 B. Wis 06/06/2016
NAME OF PROVIDER DR SUPPLIER STRERT ADDRESS, CITY, STATE, ZIP CODE
480 DELL TRAIL, PO BOX @78
NHC HEALTHCARE, SEQUATCHIE DUNLAP, TN 37327
(X4} 10 SUMMARY SYATEMENT OF DEFICIENCIES i PROVIDER'S FLAN OF CORRECTION (x5)
BREIX IEAGH DEFICIENCY MUST BE PRECEDED BY EULL PREF|X (EACH CORRFGYIVE ACTION SHOULD BE COMPLETE
TA0 REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSSREFERENGED TO THE APPROPRIATE DATE
DEFICIENCY)
N 002| 1200-8-6 No Deficiencies N 092
During the Life Safety partion of the annual
Licensure survey conducted on 8/6/16, no
deficiencies were cited under 1200-08-8,
Standards for Nursing Homes.
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Division of Heallh Care Faciliies
LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE {X8) DATE

STATE FORM L =09z I conlinuaticn sheat 1 gf 1




